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SUMMARY

We distributed a
questionnaire on personal
exercise profiles, attitudes
toward exercise, and
counseling behavior to a
random sample of

200 Vancouver general
practitioners. Of the
respondents, 39.1% met
American College of Sports
Medicine guidelines. Personal
attitudes inflvenced
counseling practices.
Physicians believed that
exercise was important and
were prepared to counsel, but
considered themselves only
somewhat successful at
changing patients’ behavior.
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Deux cents médecins de
famille de la région de
Vancouver, assignés par
randomisation, ont recu un
questionnaire portant sur leur
profil, leur comportement
comme conseiller et leurs
attitudes personnelles face d
I'exercice. De tous les
répondants, 39.1%
répondaient aux critéres de
I’American College of Sports
Medicine. Les atfitudes
personnelles influencent la
pratique du “counseling”.
Les médecins croient en
V'importance de I'exercice et
se disent préts & prodiguer
des conseils mais considérent
que leur taux de réussite d
changer le comportement des
patients est plutdt mitige.
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Physicians’

Exercise Habits
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ERHAPS ‘THE BEST KEPT SECRET
in preventive medicine today
is exercise.! Medical students
spend a great deal of time on
the pathological basis of dis-
ease, but little time on the principles of exer-
cise and its role in health promotion.
Important medical texts devote few pages to
the principles and practice of exercise and
often fail to cite lack of exercise as a risk
factor for coronary artery disease (CAD).?
Exercise has been proven beneficial in a
number of extremely prevalent diseases: CAD,
hypertension, obesity, non-insulin-dependent
diabetes mellitus, osteoporosis, and psycho-
logical dysfunction.® Studies have consistent-
ly shown an inverse relationship between
physical activity and the risk of CAD.*
Paffenbarger and colleagues® have reported
a 31% higher risk of cardiovascular mortal-
ity in physically inactive men, independent
of other CAD risk factors. Exercise has been
shown to be of benefit in lipid control and
obesity.”# Hypertension is reported to im-
prove 10 mm Hg, on average, with regular
exercise.” Habitual exercise has also been
shown to increase insulin sensitivity and
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glucose clearance.' Its role in reduction of
post-menopausal bone loss, particularly in
combination with calcium replacement, is
well established."-"> Whether it reduces the
incidence of fractures is yet to be proven. Fi-
nally, exercise 1s often said to heighten mood

Just how much exercise is beneficial and
will result in cardiovascular benefits? The
guidelines of the American College of Sports
Medicine (ACSM), which are widely ac-
cepted, call for three to five 20- to 60-minute
exercise sessions each week, at moderate in-
tensity (ic, a heart rate between 120 and
150 beats/min)."* Many authors believe that
lower levels of exercise are still of benefit.!*!

Our patients look to the medical profes-
sion for leadership. Morcover, some studies
suggest that physicians’ personal health
habits influence the counseling they give to
their patients.'” Thus, this study was de-
signed to examine the cxercise habits of a
group of primary care physicians in the city
of Vancouver, BC. We were interested in
knowing whether they exercised enough for
cardiovascular benefit and, if not, why not;
whether they were counseling their patients
about exercise; and what factors influenced
their counseling behavior.

METHODS

We sent a one-page survey to a random
sample of 200 Vancouver primary care phy-
sicians (general practitioners and members
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of the College of Family Physicians of Can-
ada) drawn from the 1990 Directory of the
British Columbia College of Physicians and
Surgeons.

The survey addressed three main areas:

" 1) demographics, 2) physician’s exercise

profile, and 3) counseling behavior.
Non-responders were reminded by phone
once. After we had excluded physicians
who had retired or moved out of the prov-
ince, 176 physicians remained. Of these,
115 completed the questionnaire, for a
65.3% response rate.

Statistical methods included the paired
¢ test and %2 analyses; a P value less than
0.05 was considered significant. A copy of
the questionnaire is available upon request.

Table 1. DEMOGRAPHICS OF STUDY SAMPLE
CHARACTERISTIC Mean Range
7Age 7742.7 : | 27-7677
Weight (kg) 735 46.8-104.4
Height (cm) 175 152.4-198.1
Years since medical 16.0 3-43
school graduation
Hours of patient 40.7 8-70
contact weekly
RESULTS

Physicians were asked about the frequency,
intensity, and duration of their exercise
(Tables 1 and 2). The largest number exer-
cised one to two times per week (42/115,
or 36.5%), with three to five times per week
a close second (41/115, or 35.7%). Only
14.8% (17/115) reported exercising more
than five times per week; 13% (15/115) did
not exercise at all. Most physicians exer-
cised at a moderate intensity (65/99, or
65.7%). The mean duration of each exer-
cise session was 49.1 minutes, with a large
standard deviation of 31.0 minutes. The
range was also large, at 10 to 240 minutes
(the latter for a rock climber).

Only 39.1% (45/115) of these physi-
cians actually met the ACSM guidelines for
adequate amounts of exercise. But even
some of these respondents felt they would
like to exercise more. More than 80%
(95/115) cited barriers to exercise.

Only 28.9% (33/114) of physicians

.thought they were exercising enough. The

most commonly cited “excuses” (more than
one was allowed) were time (76/95, or
80%), - family commitments (21/95, or
22.1%), laziness (15/95, or 15.8%), and fa-
tigue (14/95, or 14.7%).

To examine the validity of these excuses,
we compared physicians who met ACSM
criteria for exercise amounts with those
who did not. There were no significant dif-
ferences (P < 0.05) in their weights, in the
proportions of male and female subjects, in
the presence of children at home, nor in the
number of patient contact hours per week.
There was a significant difference (P < 0.05)
in mean ages (45 years for the nonexercisers
versus 39 years for the exercisers), marital
status (55/68, or 81%, of the nonexercisers
were married versus 27/44, or 61.4%, of the
exercisers) and years from graduation
(18 years for the nonexercisers versus
13 years for the exercisers). Three of the
115 respondents did not state their sex or
marital status.

Next, we looked at the physicians’ atti-
tudes toward exercise and their counseling
habits. Most physicans surveyed (97/115,
or 84.3%) believed exercise was very im-
portant to overall health. However, fewer
than half of these physicians (43/97, or
44.3%) exercised to ACSM criteria them-
selves. When asked, “On initial health
assessments do you ask your patients about
their exercise habits all of the time, some
of the time, seldom, or never?” 92.9%
(105/113) responded that they asked their
patients all or some of the time. These
counseling practices did not seem to de-
pend on whether the physicians themselves
exercised to recommended amounts. Atti-
tude did, however, make a significant dif-
ference. Physicians who believed exercise
was very important to overall health in-
quired more often about exercise habits on
initial visits than physicians who did not
consider exercise very important (55/95, or
57.9%, versus 5/18, or 27.8%, P = 0.035).

Most physicians considered themselves
at least somewhat prepared (55/113, or
48.7%) or very prepared (57/113, or
50.4%) to counsel about exercise. They be-
lieved exercise was very useful (86/114, or
75.4%) or at least somewhat useful
(27/114, or 23.7%) as a therapeutic tool.
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Very few physicians (1%0) believed exercise
was not a useful tool at all. The conditions
for which exercise was prescribed were, in
decreasing rank order, obesity, cardiovas-
cular disease, psychiatric illness, stress, and
musculoskeletal disorders.

Physicians were not, however, optimistic
about changing their patients’ exercise behav-
ior. Only 5.3% (6/113) of physicians believed
they were very successful in changing patients’
exercise behavior. Most believed they were
only somewhat successful (90/113, or 79.6%)
or not at all successful (17/113, or 15.0%).
Stumbling blocks to change cited were pa-
tients’ unwillingness to make lifestyle change
(44/103, or 42.7%), patients’ lack of motiva-
tion (407103, or 38.8%), and physicians’ lack
of time to adequately counsel patients.

Finally, we asked what might help physi-
cians change their patients’ exercise behav-
ior. Suggestions included literature for
patients, information on where to refer pa-
tients, support staff training, continuing
medical education, and remuneration for
counseling. Most physicians believed that
some forms of assistance were at least
somewhat useful. They ranked literature
for patients as the greatest assistance
(36/94, or 38.3%) and financial remunera-
tion for counseling as the least help (12/94,
or 12.8%).

DISCUSSION

Despite the proven benefits of exercise,
physicians themselves are not exercising
enough.'”!% A survey of Harvard Medical
School faculty in 1982 reported that less
than half the faculty were exercising 1 hour
weekly.!8 Californian doctors fared no bet-
ter; 73% of doctors reported doing less than
1 hour of strenuous exercise weekly.!” A
study of Massachusetts doctors found that
only 27% rated exercise as very important
for promoting health, and only 47% rou-
tinely asked about exercise.!®

In this study, only 39.1% of Vancouver
primary care physicians exercised enough
to result in health benefits, by the guidelines
recommended by the ACSM. They fared
better than the American doctors in the stu-
dies mentioned,'”!° but only slightly better
than Saskatchewan physicians in a recent
study of all types of practice.?’ Using Cana-
da Health Survey? methods to quantify

habitual physical activity, the Saskatche-
wan study group found only 30% of the
physicians surveyed were active enough to
maintain good fitness compared with 39%
of the general population and 46% of sub-
jects in professional occupations.??' We
suspect that the non-responders to our sur-
vey and to the Saskatchewan survey were
more likely to be nonexercisers, and thus
we suspect the true percentage of exercising
physicians to be even lower.

Table 2. RESPONDENT

CHARACTERISTICS
TSRS )

CHARACTERISTIC %

SEX

Men 723

Women 9747

HOUSING

Living alone 26.8

Living with someone 73.2

CHILDREN

Childless 41.6

With children 58.4

Those physicans who did exercise ade-
quately were more apt to be young, single,
and fairly recent graduates. These findings
contrast with those of the Saskatchewan
study, in which 24- to 44-year-olds exer-
cised the least.? Perhaps the explanation
for the difference is that the Saskatchewan
study included interns and residents, who
have little free time. We hope that our re-
sults point to a new and healthier trend be-
ing set by younger family physicians. The
demanding and busy life of a physician
with no extra time to exercise did not hold
up as a valid excuse; exercisers did not work
longer hours than nonexercisers, and many
busy physicians are physically fit.?

It is encouraging that most primary care
physicians did believe exercise was very im-
portant for health promotion and did
inquire about exercise habits all or some of
the time. Physicians’ own exercise habits
did not appear to influence their counseling
behavior, but their attitudes about the
importance of exercise did. Although
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physicians considered themselves prepared
to counsel about exercise and use it as a
therapeutic tool, they believed their efforts
were only somewhat successful in effecting
change, and some believed they were not
successful at all (15.0%). This response re-
flects the difficulty in changing any poor
health habit, such as obesity, smoking, or
alcohol.

Our patients look to us as role models.

for adopting a healthier lifestyle. We have
led the way against cigarette smoking,? but
we are falling short in the area of exercise.
Without education about the value of exer-
cise, the proper prescription of exercise,
and the strategies for effective behavioral
change, physicians are left to their own de-
vices. The physicians surveyed seemed at
least somewhat prepared to get help with
exercise counseling. It is interesting to note
that the cheapest route of assistance (litera-
ture for patients) was the most accepted.

CONCLUSION

Most Vancouver primary care physicians
do have a strong interest and belief in the
value of exercise. To improve the situation,
physicians must continue to learn about ex-
ercise benefits and about exercise prescrip-
tion, and they must learn better strategies
for effective behavior modification. Finally,
physicians must practise what they preach
and preach what they practise. [ ]
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